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This questionnaire is designed to help the City of Bangor identify and document the specific pre-employment physical 
examination or testing required before hiring a new employee for the position listed below.  The information provided by the 
Supervisor will be shared with the City’s occupational medical provider. 

Department:  Job Title: 

Will this position be required to: 

 Yes          No 1. Lift heavy objects?

a. > 25 lbs.

b. > 50 lbs.

c. > 75 lbs.

d. Other?  _________________________________________________________________

2. Repetitively lift objects during a work shift?

3. Lift objects while stooping or bending over?

4. Stand for a majority of the work shift?

5. Repetitively perform a specific movement or group of movements during a work shift?

6. Reach for or lift items above shoulder height?

7. Frequently use vibrating tools or equipment?

8. Perform a task that would require the use of a respirator (i.e. N95, ½ mask, SCBA, etc…)?

Will this position be or could potentially be exposed to:    Yes       No 

1. Loud noises?

2. Human blood or other potentially infectious materials (OPIM)?

3. Tuberculosis?

4. Organophosphate or Carbamate pesticides?

5. Metal particulates or fumes?

List any other exam that is provided for this position, but may not have been captured in the previous 
questions: 

Comments: 

Completed By: Date: 
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